A ttempts at resuscitation date as early as the 18th century in Europe. It was not until 1960, however, when chest compression was accidentally discovered while physicians were defibrillating a dog's heart and pressure over the pads reproduced a femoral pulse. 1 Shortly after clinical implementation of cardiopulmonary resuscitation (CPR), it was necessary to define brain death when it became apparent that CPR could reestablish spontaneous circulation but not protect from the effects of central nervous system (CNS) oxygen deprivation. By 1970, CPR, defibrillation, advanced cardiac life support, and a rapid means to provide prehospital care were all in place. Since then, numerous advances have been made both in technique as well as pharmacology, and a nationwide educational effort has greatly increased the public awareness of CPR. 2, 3 Undeniably, well-performed CPR in the setting of sudden death, in or outside the hospital, can result in spectacular success with return to a normal life. Cardiopulmonary resuscitation in the setting of expected death, however, frequently merely delays the inevitable and may expose others to risk. Unfortunately, most educational efforts focus on actual performance of effective CPR and little distinction is made between these two very different settings. As a result, in-hospital CPR has evolved into the unique status of a therapeutic intervention that is uniformly applied unless specifically proactively withheld.
It is with this perspective that we review the article in this month's Journal of Intensive Care Medicine (JICM), ''Design and development of a CPR mattress.'' In this study, Gilbert and colleagues discuss issues pertaining to current resuscitation techniques and emphasize, through the design of a hospital mattress aimed at increasing chest compression efficiency, the importance of timely and proper administration of CPR. They demonstrate that their newly designed modified mattress increases compression efficiency relative to the current practice of using a headboard by a significant amount while at the same time reducing CPR initiation time. We agree with the authors that in-hospital CPR is frequently performed poorly 4,5 and praise the authors' efforts to systematically improve technique. Obviously, many issues would require resolution before this technology could be widely introduced, including cost of mass production, impact on patient comfort, and risk of pressure sores. In addition, it is important to remember that previous studies using advanced technology and equipment for CPR have failed to show any survival benefit. 6 Although we applaud any effort to improve the technique of in-hospital CPR, in our opinion, the most important issue is not performing CPR better but performing it less often. We recognize that the right to CPR is now ingrained in medical culture, and given recent highly publicized cases, 7,8 this fact is not likely to change. However, like any therapeutic intervention, CPR has a risk-benefit ratio that should be considered before implementation. Proponents of the current status quo cite religious doctrine, 9 ethical considerations, 10 or studies that demonstrate physicians' poor predictive ability for the success of CPR. 11 Part of the confusion is semantic; a clear distinction should be drawn between the success of CPR in restoring spontaneous circulation (the operation was a success) versus the success of restoring patient health (the patient died anyway). Under some ethical arguments, CPR is never futile because it frequently restores a heart rate and blood pressure even in the sickest patients, which is, after all, its purpose. In reality, there are many clinical situations in which CPR is still mandated where it is clearly not indicated, may be harmful, and counter to the Hippocratic Oath by needlessly increasing patient suffering. For example, in our intensive care unit (ICU), we recently performed CPR on a terminally ill patient with acquired immunodeficiency syndrome (AIDS) having chronic hepatitis B and C because an estranged family member (who had not seen the patient for 15 years) insisted that everything be done, despite our strong recommendation that it would only prolong the dying process. Cardiopulmonary resuscitation was successful in temporarily restoring spontaneous circulation although the patient expired 2 days later and, more importantly, a staff member suffered a biological exposure. Increased suffering and biological exposure are not the only risks of CPR performed in inappropriate situations; resource waste, complication of triage decisions, prolonged exposure to antibiotics with development of resistant organisms, and increased costs also result.
Virtually, every ICU director we spoke with about end-of-life care and CPR expressed frustrations about its overutilization, and despite aggressive educational programs designed to improve palliative care, most of us feel the problem is getting worse, not better. How did we reach this point? Certainly, the reasons are varied and complex (and too numerous to detail here), but religious, ethical, cultural, legal, and racial issues are all important. Additionally, we have yet to see any politician or media outlet show any leadership by addressing this issue in a responsible and thoughtful manner. Previous efforts by physician groups to empower clinicians to ''unilaterally'' withhold CPR by establishing guidelines have gone relatively unnoticed or did not receive widespread implementation. 12, 13 So for those of us on the front line, what to do? We do not have an answer and certainly are not arguing for the return of paternalism, but we do support the return of some authority to the treating physician to independently make in-hospital CPR decisions based on risk-benefit ratios. Educational efforts focused on the public that differentiate CPR for sudden death and expected death would help. Even within the current political and social environment, progress can be made within a specific institution. We have an active palliative care service that has been immensely helpful in calibrating and improving communication and overcoming religious and cultural barriers to end-of-life care. We get them involved as early as possible. In addition, in our closed ICU model, the critical care staff has taken an increasingly firm and united stance against even offering treatments that will only prolong dying (we do not use the word futile). Uniformity of the message is extremely important, and often that means limiting who can communicate with family about prognosis. Going forward, intensivists must accept a leadership position in dealing with this highly emotional, complex but important issue.
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